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acIntroduction: Integrative medicine (IM) is by its very deﬁnition patient centric: “It reafﬁrms the
importance of the relationship between practitioner and patient, focuses on the whole person, is
informed by evidence, and makes use of all appropriate therapeutic approaches.” Best methods for
teaching IM in residency have not been well described.
Methods: An IM curriculum for preventive medicine (PM) residents was thoughtfully developed
and iteratively revised using Kern’s six-step approach. The centerpiece of this curriculum was to
have learners work collaboratively within teams on projects that would facilitate IM-focused care
within primary care practices. Before embarking on speciﬁc IM-related projects, residents immersed
themselves within the practices to understand the needs of the community.
Results: Forty-eight PM residents have participated in the curriculum in the last 3 years, and 27
unique physician preceptors served as mentors for the projects. Both residents and preceptors
enjoyed working on the projects, and both groups considered the work to be a valuable educational
pursuit. Common IM content areas covered by the projects dealt with interprofessional
collaboration, health promotion, and population-based prevention. Although there were challenges
associated with implementation of the projects, overcoming these enhanced the PM residents’
conﬁdence and ability to serve as agents of change.
Conclusions: An IM curriculum was successfully incorporated into a PM residency program. The
focus on serving the community, or a population health approach, may not be the most common
approach in IM, but it worked effectively to enhance the IM knowledge and skills of PM residents.
(Am J Prev Med 2015;49(5S3):S285–S289) & 2015 American Journal of Preventive Medicine. This is an open
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cess article under the CC BY-NC-ND license (http://creaalternate medicine approaches.1,2 IOM’s deﬁnition
emphasizes “therapeutic factors known to be effective
and necessary for the achievement of optimal health
throughout the lifespan.”3
The emphasis of IM on the relationship between
patient and physician4 has to some extent hindered
efforts of truly integrating all of the modalities of healing
within the context of populations. Furthermore, little
attention has been devoted to teaching the principles of
IM to medical learners because of the unfamiliarity with
the scientiﬁc evidence and slow-growing empiric basis
for improved clinical outcomes.2 Most IM programs at
the graduate medical education level are taught within
the context of family medicine residency programs,
where residents are intimately involved in direct patient
care.5 Because direct patient care experiences are limited
in preventive medicine (PM) residency training, the best
ways to teach IM’s patient-centered philosophies andvier Inc. This
tivecommons.org/licenses/by-nc-nd/4.0/).
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for the Health Resources and Services Administration
grant and describing our interest in developing an
innovative curriculum to teach IM to PM residents, the
authors promised to focus on systems change and to take
a population health approach.6,7Methods
Subjects and Setting
Targeted learners were PM residents at Johns Hopkins University
School of Public Health. In order to gain a deep understanding of
healthcare delivery systems, the residents are assigned to one of the
Hopkins-afﬁliated community-based primary care practices (Johns
Hopkins Community-based Physicians) for 24 months. As part of
this longitudinal experience, the residents spend 1 day each week
and are tasked with developing a project that will positively
inﬂuence IM care delivery at the site. To date, four cohorts of PM
residents have gone through the iteratively improved curriculum.Curriculum Development
The curriculum was developed during a year-long curriculum
development course that has been running for 32 consecutive years
at Hopkins. The overarching curricular objective was to ensure
that after participating in the educational experience, learners
would have successfully developed an IM initiative that was both
innovative and effective in enhancing the IM care offered by
providers to patients at the practice site. The approach was to think
about IM from a population perspective with a goal of improving
health for the population of each health center. This strategy for
addressing IM is unlike others where the perspective relentlessly
considers IM at the level of a single provider interacting with a
single individual with a patient-centered approach.
Although the centerpiece of the curriculum was the mentored
project, the following content areas were taught using variant
methods and formats because of their relevance to IM or to
integrating a clinical innovation into practice: quality improve-
ment, electronic medical record training, behavior change, health
promotion, complementary and alternative medicine approaches,
lifestyle medicine (including but not limited to nutrition, exercise,
smoking, and alcohol),3 and project management. Reﬂective
practice, usually in the form of writing prompts, was incorporated
into the curriculum at regular intervals to push trainees to think
about their work deeply and to consider perspectives that may be
unusual or overlooked.
For the resident-led projects, each PM resident was paired with a
faculty preceptor who would serve as mentor, connector, sounding
board, and project champion to help pitch or sell the project to
peers. Core curricular faculty (n¼4) and the faculty preceptors
from the community-based practices (n¼27) received extensive
training from the curriculum development team (>10 hours).
Preceptors were not offered monetary compensation for their time
and effort; their involvement was entirely voluntary and generous.
Both the curricular content that was taught and the discussions
between PM residents and faculty preceptors about selecting an
appropriate project were framed in and heavily considered Berwick’s
principles of IM.3 Given the limited ﬁnancial resources available tosupport the roll out and implementation of projects, costs and
feasibility were discussed when considering the effort and likely yield.
When costs of proposed projects were going to be moderate, reﬂection
about whether improved quality and outcomes could be proven in the
context of the opportunities afforded to Accountable Care Organ-
izations through the Affordable Care Act occurred.
Project Teams, Effort, Deliverables, Selection, and
Feedback
Beyond the resident and faculty physician preceptor, interprofessional
teams were recruited within each practice to support the project. The
PM resident was expected to devote 8 hours per week to the project
and to manage the team such that additional hours were invested by
other team members. Each project was expected to yield clinically
relevant deliverables at the end of a 2-year time period.
Project selection was a multistep process. Each year, several
projects were proposed as being needed and beneﬁcial to com-
munities served, as well as individual patients. These suggested
project areas were recommended based upon alignment of
strategic priorities of Johns Hopkins Community-based Physicians
and availability of baseline data. Ideas were considered most
appropriate for addressing as part of this curriculum if they would
allow many providers to be more effective in their delivery of IM
care to their patients, both individuals and the community served
by the practices. Residents were, of course, also invited to submit
ideas. After potential projects were vetted and reﬁned, residents
were invited to choose projects from the list based on their interest.
In the majority of cases, PM residents were able to secure their ﬁrst
choice. It became apparent that residents were most interested in
working with underserved populations and addressing issues
wherein there would also be mentorship from faculty at the Johns
Hopkins Bloomberg School of Public Health. Although some
residents worked individually with their preceptor and support
team, resident teams of two to three were allowed to be placed in
the sites. In addition to getting regular input from members of the
project team, residents presented their work at quarterly informal
work-in-progress meetings. Once annually, more detailed and
more formal presentations were made; on these occasions, experts
from a wide array of disciplines were invited to provide feedback.
Curriculum Evaluation
A basic element of the evaluation process involves questionnaires
that are completed by residents and faculty at the end of each year.
The questionnaires include both quantitative and qualitative
questions. All assessments are completed anonymously using an
electronic format. Data analyzed for this paper included perspec-
tives from the last 2 years because the curriculum was fairly
different, and less reﬁned, in the prior iteration.
Results
Residents appreciated most of the curricular content that
was delivered in small group sessions. Lifestyle health
sessions were rated the highest (90% of residents agreed
that educational objectives were fully met) and health
coaching the lowest (only 50% concurred with the notion
of the material meeting the educational objectives).www.ajpmonline.org
Table 1. Select Exemplary Projects Developed By
Residents, Preceptors, and Multidisciplinary Teams as Part
of the Integrative Medicine Curriculum
Establishing sustainable healthy-weight behavior-change patient
groups using the PDSA (plan, do, study, act) approach
Improving access to smoking-cessation resources and reducing
barriers to smoking cessation
Designing and implementing a “health promotion campaign”:
lifestyle and behavior change for health center staff
Improving patient compliance with screening mammograms by
comparing different methods of encouragement
Improving access to healthcare resources for Spanish-speaking
patients as part of a Latino health program
Designing obstetric group visits for adolescent patients
Reducing unnecessary emergency department visits and
improving after-hours phone service with a behavioral-change
communication campaign
Improving transitions of care between a community hospital and
a primary care practice
Engaging ofﬁce staff in the clinical unit safety program to
improve patient safety
Implementing health-risk assessments for Medicare patients
through the annual wellness visits
Improving human papillomavirus vaccination completion rates
for pediatric patients utilizing electronic medical record
enhancements
Employing a community strategy to reduce hospital admissions
for congestive heart failure in geriatric patients
Enhancing screening for diabetic retinopathy with retinal
photography to ensure optimal care and follow-up
Implementing a nurse outreach and care-coordination program
for patients at risk of poor clinical outcomes
Chaudry et al / Am J Prev Med 2015;49(5S3):S285–S289 S287Almost all residents felt as if their faculty preceptor
was committed to their success and was invested in the
project. Over time, residents agreed more fully that their
preceptors had an expanding understanding of the
specialty of PM and its mission (Year 1, 50%; Year 2,
57%; Year 3, 82%). Similarly, residents felt positively that
the curriculum provided useful knowledge and experi-
ences that would help them in both their job searches and
future careers (Year 1, 66%; Year 2, 86%; Year 3, 94%).
Most residents (76%) were convinced that their faculty
preceptors were aware of and committed to the curric-
ulum’s educational objectives. Although residents were
encouraged to seek project guidance from many (includ-
ing those at Hopkins’ Business School8 and the Arm-
strong Institute for Patient Safety and Quality9), a
majority (65%) were satisﬁed with the quality and
quantity of teaching offered by their primary preceptor.
Of note, the faculty member overseeing the curriculum
(SC) also collected this type of information on an
ongoing basis and stepped in to help when necessary
(either in the form of coaching the preceptor or provid-
ing additional support herself).
Preceptor feedback regarding their experiences with
the curriculum was uniformly positive. Most preceptors
(75%) believed that residents were spending an adequate
amount of time and effort working on their projects, and
60% rated the collaboration of the project team as
“outstanding” (top box on Likert scale). Although nearly
all preceptors (86%) reported spending no more than 60
minutes weekly with the residents, there were differing
opinions among preceptors about whether they had
sufﬁcient time to mentor their resident(s). Nevertheless,
87% responded that they would be willing to serve as a
preceptor, and most (70%) believed that participation in
the program enhanced the quality of patient care delivery
at their practice.
The preceptors identiﬁed several strengths of the
projects, which included the broad scope and impact of
project outcomes, the high value for patients and
potential for ﬁnancial value, the possibility of improved
health outcomes, and the use of quality improvement
tools to analyze complex practices and processes. Areas
of improvement identiﬁed by preceptors included nar-
rowing the scope of the project to a manageable size,
improving the deﬁnition of the project at onset, better
data collection and assistance with data interpretation,
and the ability to engage staff and colleagues.
The products that may most emphatically speak to the
success of the curriculum are the projects that were
developed and nurtured by the PM residents. Table 1
provides select examples of the initiatives that were
established as part of this curriculum. In discussing theNovember 2015educational value of working on these projects, the
following themes were mentioned repeatedly: Strong working relationship with preceptors and other
members of the healthcare team emerge from respect-
ful collaboration. Complex problem cannot usually be ﬁxed quickly—
patience and persistence are key. Thinking about how IM approaches can serve a
community can ultimately lead to best IM practices
that the physician–patient dyad can use during clinical
visits. Consideration of big picture healthcare reform can be
overlaid onto IM’s goal of promoting optimal health
for the individual. Electronic medical records can either be used to promote
IM or they can be a hindrance; both the design and the
operator determine how they are perceived.
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each year at a summit that highlighted IM, safety, and
quality improvement. In addition to the residents,
preceptors, and the curriculum’s core faculty, healthcare
leaders from different Hopkins schools and leaders of
clinical practices attended.
Discussion
High-quality curriculum development can result in trans-
formative educational experiences.10 Although some educa-
tors feel compelled to push and deliver much teaching and
didactics to learners, evolving educational theory has sug-
gested that experiential learning can result in the largest
amount of growth and development. This curriculum focused
on IM for PM residents and was developed and implemented
with painstaking attention and care. Lessons learned in the
ﬁrst pilot years were used to iteratively revise the curriculum.
Initially trying to satisfy the educational needs of both ﬁrst-
year residents, who are new to the curricular content and
processes, and those in their second year, who are on their
way into the implementation phase of their project, was
considered to be a big problem by the team. The residents
assured them that peer teaching and learning was valuable.
The Health Resources and Services Administration IM
grant support was instrumental in stimulating and facilitat-
ing the development of this curriculum. When the funding
ended, institutional entities rallied to ﬁnd money to support
its maintenance. Although this might have happened
because the teaching of IM to PM residents was believed
to be a priority worth backing, the reality is that for a small
investment, wonderful projects that were advancing IM
care delivery were being created and launched that were
helping providers and beneﬁtting patients.
As the team reﬂected on the factors that have allowed this
curriculum to succeed and become one of the jewels in the
crown of the residency program, three deserve special
mention. First, just as IM mandates a patient-centered
approach to care, this curriculum was modeled with the
same respectful tone to be extremely learner centered. As
the residents and members of the multidisciplinary team
requested support or teaching in speciﬁc areas to help
advance their project, the preceptors and core curricular
faculty were open and responsive to their needs. Second,
there was a creative spin that made everyone excited about
the curriculum, because IM is normally operationalized
exclusively at the level of the doctor–patient relationship; in
this curriculum, PM residents were challenged to envision
how IM can be delivered to meet the needs of speciﬁc
communities.11 Lastly, few residents are allowed to take the
reins of a project that will translate into changes in practice.
As the leaders of their projects, the PM residents guided
multidisciplinary teams and gained skills that willundoubtedly help them in their future work experience
and professional roles.
Limitations
Several limitations of this study should be considered. First,
curriculum and evaluation revisions were mainly done
annually and midyear revisions, beyond minor tweaks, were
not carried out. Second, this curriculum was implemented
and evaluated within a PM residency at a single institution.
The success realized here may not be reproduced every-
where. Third, although the authors were able to ﬁnd busy
clinicians who were eager to mentor PM residents, such
individuals may not be found everywhere. Finally, resources
to support curriculum development or reﬁnement are
usually extremely limited.12 Fortunately, the grant and
institutional commitment allowed the residents to be
immersed in a transformative curriculum that solidiﬁed
their appreciation for IM.
Conclusions
The growing number of medical schools in the Academic
Consortium for Integrative Medicine and Health indi-
cates tremendous interest in teaching these concepts to
medical learners.13 The curriculum described in this
paper offers one curriculum that was both well received
by learners and resulted in IM innovations in clinical
practice that helped both the individuals and the
communities served by multiple university-afﬁliated
practices.
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